Section 11. Appendix
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Table 1. Current tobacco use among K entucky middle school students by gender, race/ethnicity,

and grade
Any Tobacco Cigarette Smokeless
Category Use Use Cigar Use BidisUse Tobacco Use
% 95% % 95% % 95% % 95% % 95%
Cl Cl Cl Cl Cl
Gender
Mae 33.0 6.1 219 56 153 34 5.0 17 163 5.9
Female 23.2 32 211 34 5.8 2.0 2.2 11 2.1 1.0
Race/Ethnicity
White 28.3 44 216 38 107 2.7 3.6 11 9.6 35
African American 19.6 95 175 104 55 3.8 3.0 3.8 4.9 4.8
Hispanic 101 114 84 108 2.0 3.9 2.0 39 4.6 7.0
Other 451 142 313 138 202 130 5.2 50 130 9.8
Grade
6 15.2 31 102 3.2 45 17 2.1 14 3.6 25
7 35.7 56 276 46 127 3.7 4.8 27 143 5.3
8 33.0 92 257 92 151 4.8 4.3 24 106 5.3
Total 28.3 44 215 39 107 25 3.7 11 94 3.3

* Current tobacco use is defined as use on one or more of the 30 days preceding the survey
+ Includes cigarettes, cigars, bidis, or smokel ess tobacco

Table 2. Current tobacco use among K entucky high school students by gender, race/ethnicity, and

grade
Any Tobacco Cigarette Cigar Use BidisUse Smokeless
Category Use Use Tobacco Use
% 95% % 95% % 95% % 95% % 95%
Cl Cl Cl Cl Cl
Gender
Male 50.2 39 356 42 26.8 2.8 5.2 14 230 4.3
Female 41.8 49 390 57 110 34 2.7 0.9 2.2 12
Race/Ethnicity
White 46.5 38 378 44 187 2.7 31 09 126 31
African American 341 100 214 92 188 64 119 33 8.2 34
Hispanic 61.0 137 551 171 286 120 149 112 155 119
Other 424 149 331 120 206 137 8.1 87 259 154
Grade
9 42.8 77 323 72 189 4.5 4.4 16 127 51
10 44.6 72 365 81 163 4.3 2.3 15 136 4.3
11 48.3 54 398 55 212 55 5.8 33 109 39
12 50.3 71 421 76 201 4.9 3.7 27 131 4.4
Total 46.2 36 374 42 191 25 4.1 09 127 2.7

* Current tobacco use is defined as use on one or more of the 30 days preceding the survey
+ Includes cigarettes, cigars, bidis, or smokel ess tobacco
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Table 3. Sample Characteristics by Gender and Ethnicity

Middle School High School

Category No. % No. %
Gender

Mae 629 49 692 53

Female 651 51 615 47
Race/Ethnicity

White 1,101 86 1,124 86

African American 97 8 106 8

Hispanic 22 2 39 3

Other* 58 4 36 3

*Other category includes American Indian or Alaska Native, Asian,
Native Hawaiian or Other Pacific Islander

Note. Thetotal for middle and high school students by gender and race

are dlightly less then the total number of participants for each school
level due to missing data.
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Technical Notes
I nstrument

Middle and high school students were surveyed using the Youth Tobacco Survey (YTS)
instrument developed by the Centers for Disease Control. The results of the Kentucky portion of
this national survey (henceforth denoted KYTS) is described in this report.

Sample

The KYTS sampleis representative of all middle and high school students in Kentucky.
The survey was administered to middle and high school students throughout the state.

A two-stage cluster sample design was used to select the potential participants. The first
stage consisted of randomly choosing 50 middle schools from among the 214 middle schoolsin
the state and 49 high schools from among 248 available with probability proportional to size
(PPS). Of these, 37 middle schools and 40 high schools agreed to participate. The school
participation rates were 74.0% (37/50) for middle schools and 81.6% (40/49) for high schools.

The second stage of the sampling involved randomly choosing classes within the
sampled schools. All students from each randomly selected classroom were asked to participate.
In all, an average of 42 students from each middle school and 40 students from each high school
were invited to complete the survey. A total of 1,282 middle school students (grades 6-8) in 37
schools completed the survey, as did 1,313 high school students (grades 9-12) in 40 schools. The
participation rate for middle school students was 83.3% (1282/1539); the participation rate for
high school students was 82.1% (1313/1600).

The responses were weighted by the Centers for Disease Control after the survey was
administered. Weighing of the data was used to adjust for nonresponse at both the grade and
school level in order to make the results representative of al middle and high school studentsin
Kentucky.

Summary Methods Used

The report uses a combination of descriptive and graphical methods to present survey
data. The graphsincluded all indicate the percentage in each response category as well asthe
confidence interval for the observed percentage. The confidence interval is afunction of the
sample size responding to the item as well as the how close the estimated response percentage is
to 50%.
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For items with fewer students responding (e.g., smoking patterns among middle school
Hispanics), the confidence interval will typically be wider to account for alower degree of
certainty due to the limited sample size. Conversely, itemswith alarger group of respondents
will tend to have narrower confidence intervals.

In general, as the estimated percentage is closer to 50%, the confidence interval iswider.
As the estimated percentage moves closer to 0% or 100%, the confidence interval gets narrower.
This phenomenon occurs because the variability in responsesis a function of the observed
percentage, and when the observed percentage is equal to 50%, the variability is at its maximum,
given afixed sample size.

The interpretation of the 95% confidence interval isthat if this survey were to be carried
out 100 times, the confidence intervals obtained in each case would contain the true population
percentage (of high school smokers, for example) 95% of the time. So whileit isn't certain that
the true population proportion is contained within a particular confidence interval, we can say
we are 95% confident in the method of obtaining the particular confidence interval.

It should be noted that while the percentages displayed in the tables and graphs reflect the
weighted responses, the error estimates for the confidence intervals are based on the actual
number of students participating. Thisisin keeping with the CDC guidelines for the reporting of

percentages and generation of confidence intervals.
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Healthy Kentuckians 2010 Tobacco Use Objectives

This report contributes essential knowledge that must be incorporated into efforts to
accomplish the Healthy Kentuckians 2010 Prevention Initiative." Healthy Kentuckians 2010 is
our state's commitment to the national prevention initiative, Healthy People 2010. The Healthy
Kentuckians 2010 Prevention Objectives fall into four major categories: (1) promoting healthy
behaviors; (2) promoting healthy and safe communities; (3) improving systems for personal and
public health; and (4) preventing and reducing disease and disorders* The Recommended
Actionsin thisreport are consistent with the following Healthy Kentuckians 2010 Tobacco Use
Objectives:

Objective 3.6 Reduce to 28% the proportion of young people who have smoked cigarettes
with the past 30 days (1997 Baseline: 47.0%, males 48.4% and females 45.3%).

Objective 3.6a Reduce by 40% the proportion of young people who have used smokeless
tobacco in the past 30 days (1997 Baseline: males 28.6% and females 2.3%).

Objective 3.8  Increase to 32% the proportion of young people in grades 9 to 12 who have
never smoked (1997 Baseline: 22.7%).

Objective 3.9  Increase to 56% the proportion of youth smokers who quit for at least one day
or more (1997 Baseline: 39.7%).

Objective 3.10  Increase the proportion of 8", 10", and 12" graders who disapprove of tobacco use.
Objective 3.11  Increase the proportion of 8"-12" graders who associate harm with tobacco use.

Objective 3.12  Increase the proportion of schools (middle and high) that provide research-
based tobacco use prevention curricula (1998 Baseline: 9%).

Objective 3.13 Enforce minors' access laws to increase compliance to 95 percent or higher
(1998 Baseline: 86%).

Objective 3.15 Increase to 100 percent the proportion of schools with tobacco-free
environments including all school property, vehicles, and at all school events.

Objective 3.16 Increase to 100 percent the proportion of worksites that prohibit smoking or
limit it to separately ventilated areas.

Objective 3.18 Increase to 95% the proportion of patients who receive advice to quit smoking
from a health care provider.

Objective 3.19 Increase the proportion of health plans that reimburse for nicotine addiction
treatment.

Objective 3.22 Increase the proportion of localities that adopt ordinances and/or policies to
restrict tobacco use.
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